The wide gap between the mental health needs of the community and the psychiatric services available in India is well known. Many epidemiological studies (Sethi et al 1967 , Dube 1970 Verghese et a! 1973 , Garstrairs & Kapur 1976 ) and Neki's (1973) calculations prove it. Lin (1970) points out that the general practitioners (GPs) who should idealy be having a greater share in the psychiatric services to the community are ironically the least adequately trained in psychiatry in the developing countries. There is thus a great need to train the GPs in psychiatry. This need poses two related requirements. First: economy of time and effort in training in view of the great disparity between the large number of GPs and a comparatively very small size of specialist man-power. Second: Limited aims and objectives and their evaluation. Obviously the intention of such training can never be to transform GPs into miniature psychiatrists.
In India only a few training programme are reported. Wig et al (1977) reported a one day programme; Shamasundar et al (1978 Shamasundar et al ( , 1980 reported a once a month 2 years programme; and Kalyanasundaram et al (1980) reported a week-end programme. Shamasundar et al (1980) showed that the referral patterns of trained and untrained doctors differ suggesting a probability that the trained doctors use the knowledge gained in training in their practice. Gautam et al (1980) (please see note 1 below) showed a significant difference in knowledge between trained and untrained doctors. Though such programmes indicate that it should be possible to develop short and effective training programmes they have been either too brief consisting mainly of lectures or too long drawn consisting mainly of clinical case material discussions. The evaluations of these programmes too have been relatively restricted to descriptions and to assessment of attitudes or theoretical knowledge. This paper describes the next logical step of combining lectures and clinical case material discussions with a few methods of evaluation in the same training programme. But the task of developing the methods of training and evaluation is plagued by the disparity between the ideal and the practical even for the simplest of aims of enabling the GP to : 1. Identify 'cases' and refer 2. Treat under guidance simple medicinally treatable symptomatic neuroses without psychosocial complications. 3. Treat under guidance chronic psychoses on maintenance dose. 4. Feel able to comfortably interview a psychiatric patient (see note 2 below).
Where as the ideal method of training and of evaluation is to conduct them 'live' clinical situation, the practical difficulties found by the authors are : 1. GPs do not relish the presence of a psychiatrist in their clinic during their clinical work. 2. GPs are very poor corresponders, and equally poor in maintaining records. 3. GPs generally do not prefer to refer their more 'regular' patients, and complimentarily, more 'regular' patients, of the GPs do not like to be referred (1) Assess the GPs' clinically orientated knowledge (2) Assess the GPs' interview skill (3) Find out if the simple attitude questionnaire measured the changes due to training. Gautam (1979) had found that the GPs' performance on attitudes descriminated those who attended the once a month, 2 years seminars from those who had not.
METHODS
In order to eliminate the possible bias of motivation and to stimulate a sense of committment, this training was offered to the GPs who had a minimum qualification of M.B.,B.S. on payment of a registration fee of Rs. 150/-.
The programme consisted of 20, once a week session of two hours each.
for GPs, most of them complained to the first author ient is psychiatrically ill, they do not know how to :n a patient presents only with somatic symptoms.
The following topics were covered by nine staff members. For the assessment of the GP's clinically orientated knowledge, it was assumed that the GPs clinical ability would be reflected in the way he arrives at a diagnosis and line of management from a set of clinical data invitro. For this purpose structured clinical stories for the eight major syndromes specially developed for this purpose were used for both pre-and post-training assessment. There were alternate stories for each syndrome so that the same GP will not get exactly the same story twice. For each story, the GP was asked :
(i) What the diagnosis was (ii) Based on what data in the story he arrived at the diagnosis (iii) What further information he would like to seek (iv) How would he manage (v) On what issues he likes to counsel if he chooses to counsel. The pre-and post-training assessment answer sheets were coded and randomly mixed, and the answers were assessed independently by at least two assessors using a set criteria.
The session on the principles of interview consisted of brief lecture on principles of interview with examples. Also, on four subsequent occasions, there were discussions on a pre-video recorded interview between a participant GP and a patient. The emphasis in the lecture and in the discussions was on how the GP might and does very easily miss the subtle clues offered by the patient in the interview.
For assessment of the interview skill, it was assumed that the GP's skill will be reflected in his ability to identify the patient's subtle clues from sample material. Therefoie, the question paper for the pre-arid post-training assessment consisted of parts of two interviews between GP and his patient selected from two books (see note below). The two samples shown in appendix 'A' were selected because they were similar in the way they contained clues from the patient. The trainee GPs were asked to comment on what they understood from the interview and how they would have liked to respond if they were the interviewing doctors. The first author scored the responses using two criteria : (1) To what extent GP has identified the patient's clues. (2) How appropriate is the GP's substitute responses. Pre-and post-training assessment also contained questions shown in appendix 'B' relating to 'attitudes' about mental illness, and about the aetiological and diagnostic factors for mental illness and epilepsy. It was hoped that the simple procedure of assessment of attitudes may serve as a measure of change due to training. For the assessment, the GP's responses were scored according to a set of 'model' answers derived by majority responses of 3 staff psychiatrists who participated in the training.
Towards the end of the programme, it was decided to see how the trained GPs function in 'live' clinical situations. The willing volunteers were invited to attend the psychiatric outpatient clinic in a general hospital a few times in batches of 3 to 4 each. Every participant was required to examine a psychiatric patient and present his findings for discussion, to participate in 3 to 4 such discussions, and to submit himself to assessment of his performance at the end similar to the 'clinicals' of the residents. The performance was assessed independently by two psychiatrists on the following criteria using 4 point scale for each item. 
RESULTS AND DISCUSSION
Of the 80 doctors who responded to a single advertisement, 2 were specialists, one a dentist, and 5 ayurvedic graduates. 30 M. B., B. S. doctors were enrolled on first come first serve basis, of which 4 were lady doctors, and 4 were working in industiral and private hospitals. More than 60% of them were below 40 years age.
3 GPs from 30 to 50 km outside Bangalore, and one city GP dropped out. The remaining 26 doctors ccmpleted the course, but only 21 of them attended the post training assessment so that the preand post-training performances of only 21 doctors were available for evaluation. Only 11 doctors participated in the 'live' clinical training-cum-assessment programme conducted towards the end. Inter rater reliability between 3 assessors : r-0.9269 to 0.9661. structured clinical stories which descriminated the pre and post-training performance to a significance level of less than 0.05. Before the stories for all the eight diagnoses were available for use in GP training, the stories for 4 diagnoses had earlier been administered to the staff psychiatrists. On these 4 diagnoses, the posttraining performance of the GPs and the performance of the NIMHANS psychiatrists differed to a significance level of less than 0.01. The inter-rater reliability as indicated by correlation coefficient for the assessment of these stories ranged from 0.9262 to 0.9661 between three independent assessors, which is an indicator that the structured clinical stories can detect change brought about by training.
The pre-and post-training performance on the interview samples did not reveal any overall significant difference, as shown in table II. Which means either that the coverage given in training for this topic is insufficient in duration or in the The first 5 attitude questions were same as used by Gautam (1979) . Even for these five questions there was no differences between pre and post-training performance. Neither in this training programme nor in the 2 years programme, the attitude change was significant. It is probable that the change in attitudes is a slow process and thus incapable of serving as an item of assessment for short training courses.
Despite a small sample size precluding generalisation 3 the performance of the 11 volunteer GPs in the 'live' clinical setting showed that : (1) All the participant GPs were able to elicit important clinical features; (2) But only about 60% of them were able to arrive at correct diagnoses, and appropriate line of management; and (3) Inter-rater agreement was minimal (r=0.4021) This area of assessment, assessing the GPs' ability to translate his knowledge into a 'live' clinical situation should ideally be very useful to evaluate any other method of evaluation of GPs-training programme. This method of assessment needs further experimentation and development with larger sample size.
When the tools of assessment used in this study were compared namely : 1) the structured clinical stories 2) performance of interview sample 3) attitude questions, and 4) the assessment in live-setting, there was no cross-correlation between them. In respect of the interviewing skill and the attitudes, the reasons are obvious and already explained. But, it has yet been difficult to understand why the GPs performance in live setting did not correspond with their respective performances on structured clinical stories, which alone descriminated the pre and post-training performances. However, out of 21 GPs, only 11 participated in the'live' programme, and the possible sample bias has to be considered. 
